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Improving Clinicians’ Access to Patient Education and VA Resource Information
Abstract
Problem: In a western US Veterans Administration (VA) hospital system, patient education
materials are provider-specific, not standardized, and not located in a central, readily available
location.
Context: How does a patient education tool affect the clinicians' delivery of health education in
increasing health literacy compared to written information alone in the US veteran population?
An integrated literature review was performed using Cochrane, Joanna Briggs Institute (JBI),
Scopus, CINAHL, and PubMed databases to address the PICOT question above and determine
the impact of patient education tools on health literacy and patient engagement. The literature
recommended improving patient education for better health outcomes. Individualizing care is
one of the most commonly used approaches. The patient education delivery should be
standardized but still individualized, per the patient's needs. The analysis of the integrated review
of evidence uncovered promising results. Patients have the right to safe healthcare, but with this
right comes the responsibility to educate themselves about their medical information. The change
in providing health education in structured format could improve the patient’s understanding of
the care they had in the hospital and their knowledge of the information they need to recover
fully at home. Clinicians must have the proper training and knowledge to emphasize patient
involvement throughout each step of patient education.
Interventions: Clinicians frequently used electronic charting Computerized Patient Record
System (CPRS) for entering patient-related orders and documentation. A linkage in CPRS to a
web-based collaboration site, Microsoft SharePoint, was created to directly connect clinicians to
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the patient's education and VA resource information. These collected patient education materials
came from VA-approved patient education sites and expert clinicians. Due to the COVID 19
pandemic, some VA resources were halted and the resource information in SharePoint
underwent several modifications with the corresponding program managers.
Measures: The pre-and post-implementation surveys compared the timeliness and the degree of
difficulty in aggregating the health-related information.
Results: The creation of a SharePoint site improved clinicians' timely and easy access to
evidence-based, systemwide, and clinician-driven patient education and resource information
across the care continuum. The level of difficulty in aggregating patient education decreased
with the use of the SharePoint site. Clinicians say it is easier to find information on diagnoses,
medication, and resources on the SharePoint site.
Conclusions: The nursing implication in future research is warranted to determine the tangible
impact of clinicians' roles in providing patient education and resource information—which, as
this project showed, often evolved into the ever-changing healthcare system. Future research
should include defining the quality of how clinicians provide this health-related information and
how patients benefit from the information.
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Improving Clinicians’ Access to Patient Education and VA Resource Information:
A Pilot Study
Introduction
Like many large health systems, the VA healthcare system exhibits variations in practice
among facilities, clinics, and healthcare providers because of diverse expertise and practice styles
among clinicians, different clinic organizations, leadership and resources, and influences in
community and regional factors (Atkins, Kilbourne, & Shulkin, 2017). This provider-specific
approach is contingent on individual providers’ expertise, practice location, and time with the
healthcare organization impacts healthcare delivery (Spangler et al., 2009). The healthcare
planning for the VA is equally complicated because of the possibility that veterans might have
more than one possible source of healthcare coverage (Eibner et al., 2016). Like many non-VA
users with multiple conditions, veterans often actively seek various prescribers of medications
for their chronic diseases to maximize access and convenience and, more importantly, to
minimize cost (Voils, Sleath, & Maciejewski, 2014). Veteran patients with multiple chronic
conditions account for a disproportionate share of VA healthcare expenditures (Yoon, Zulman,
Scott, & Maciejewski, 2014).
The Role of Health Literacy
For this DNP project, the term clinicians refer to all healthcare providers including but
not limited to physicians, nurses, respiratory therapists, physical therapists, and occupational
therapists who provide health education to patients and their families. The Agency for Healthcare
Research and Quality’s (AHRQ) definition of health literacy will be used: “when health
information and services designed for the public match people’s capacity to find, understand and
use them” (AHRQ, n.d.). Health literacy is best applied when a patient is able to understand the
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health information and comprehend the consequences presented in order to make an informed
healthcare decision. High educational literacy is not necessarily a prediction of proficient health
literacy (Clark, 2011); though, health literacy mediates the association between educational
attainment and health behavior (Friis, Lasgaard, Rolands, Osborne & Maindal, 2016). A lowliteracy-related stigma can genuinely impair a patient's interactions with health professionals and
can inhibit the potential to benefit from needed health services (Easton, Entwistle, & Williams,
2013). Having low health literacy predisposes patients to high ER utilization and hospital
readmission (Mitchell, Sadikova, Jack, & Paasche-Orlow, 2012) and low treatment adherence
(Miller, 2016). These findings were not unexpected because patients with low health literacy
(HL) had poorer knowledge and inadequate self-care behavior than those with high HL
(Matshuoka et al., 2016).
Among the veteran population, 17.2% are considered to have inadequate or marginal
health literacy (Haun et al., 2015). Having limited health literacy may inhibit patients from
having adequate skills to perform appropriate self-care needs (Jacobs, Lou, Ownby, & Caballero,
2016). Various approaches have been studied to solve the problem of improving low health
literacy and poor self-care behavior. For instance, patients with heart failure (HF) commonly
believed that their hospitalizations were caused mainly by lack of knowledge and noncompliance
(Gilotra et al., 2017). Interestingly, nurses were uncomfortable with HF teaching regarding
medications, low sodium diet, activity, and exercise (Albert et al., 2015).
Society expects doctors and other healthcare professionals to perform their jobs with
skillsets that are superior to that of non-professionals. Transitioning a patient from hospital to
home with inadequate skills, insufficient resources, and poor health literacy is harmful and
burdensome to the patient and that healthcare organization. According to Clark (2011), there are
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two ways that health literacy is potentially associated with malpractice liability. The first
approach is when the standard of care and health care decisions set by providers are contingent
on patients’ self-management. As an example, Clark (2011) cited the case of Wickline vs State,
wherein a patient sued the State of California for harm. Instead of four additional days of
hospitalization to recuperate from the vascular procedure, the patient was discharged. A few days
after discharge, the patient was readmitted, and the leg was consequently amputated because of
infection. The court stated that the following contributed to the adverse outcome: 1) lack of
reference to the patient’s health literacy, 2) poor quality of patient-provider communication, and
3) the insufficient obligation of the provider to ensure that the patient understands the
responsibility of managing her care. Another way that health literacy can contribute to medical
liability is when the patient fails to follow the treatment instructions. To illustrate, Clark (2011)
cited the case of Bryant vs Clanatone, wherein a cardiac patient failed to take the necessary
antibiotic regimen before a dental procedure. The court found that the patient was aware of his
cardiac condition and knowledgeable to know the necessity of taking an antibiotic regimen.
What was not clear in this case is how effective was the communication between the dentist, the
cardiologist, and the patient.
The patient should be educated and expected to be an integral member of the safety team
(Liang, 2001). Patients have the right to safe healthcare, but with this right comes the responsibility
to educate themselves about their medical information. Regardless of literacy level, doctors were
the most commonly used source of medical information—frequently used by 85% of limited and
adequate literacy patients (Duren-Winfield et al., 2015). Citing the case of McGeshick v. Choucair,
the providers worry that giving patients too much information will encourage them to second guess
the provider’s medical judgment (Clark, 2011).
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To improve health literacy, without triggering these uncertainties of giving patients too
much information, one must consider the implementation of health education tools and their
delivery as legally relevant support for healthcare provider defense against failure-to-inform
claims. The Foard v. Jarman case is an example wherein a physician was sued for inadequate
disclosure of lifestyle change of gastric bypass after discharge (Clark, 2011). After the court
decided that the patient was capable of reading and understanding the information booklet titled
“What You and Your Family Should Know About Gastric Operations for the Treatment of
Obesity” which the organization provides per protocol, the court dismissed the case.
Improving health education delivery is set to become a vital factor in increasing health
literacy and improving patient engagement. Discharge planning and pre-discharge education are
imperative because low quality of discharge teaching decreases patient's readiness for hospital
discharge (Nurhayati, Songwathana, & Vachprasit, 2018) and is associated with both early and
late readmissions (Greco et al., 2015). Therefore, clinicians should be armed with an effective
teaching tool to help improve the patient's perception of their healthcare needs which includes
how to manage the care demands at home. The proposed quality improvement project of creating
a central location for frequently used education materials can help clinicians to easily aggregate
needed evidence-based information.
The Local Problem
This DNP project’s implementation site is a VA teaching hospital located in the western
part of the United States. The traditional approach to providing information to veterans,
particularly on patient education, is the use of hard copy. For instance, if a patient needs to know
about pneumonia, the clinicians may access the information from the hospital’s online health
library, which is unfortunately embedded among other hospital resources at the main hospital
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website. Additionally, not all pieces of information appropriate for patient health and educational
literacy are available in the health library. For example, if a patient needs to learn how to insert a
Foley catheter, the skillset indicated at the online health library is not appropriate to a patient’s
level of health literacy. In a similar vein, if a patient needs heart failure (HF) education, a
provider’s order for HF education triggers a series of actions that include the primary nurse
utilizing an HF packet from another source of patient education, the health education repository.
If the patient is deemed at high risk for readmission, the Project Re-Engineered Discharge (RED)
transition coordinator steps in to provide comprehensive patient education. Even this process is
not uniformly carried out in the medical and surgical inpatient setting or the emergency room
and same-day surgery/procedure setting. Undeniably, the clinician is relying on these fragmented
processes of delivering health information in disparate places throughout the hospital. With this
in mind, it is often left to the nurses to aggregate relevant information, but given busy nursing
schedules, this is an unrealistic task.
Despite the above shortcomings, the VA generally performed well in mortality ratings
compared with non-VA settings (O'Hanlon et al., 2017). Outpatient care was generally strong in
VA facilities particularly providing mammography, annual eye examination, colorectal screening
and cholesterol testing. In fact, VA users were more likely than veterans receiving care outside
the VA to obtain recommended diabetes care, including foot examination, eye examination and
two or more A1c tests. VA users received better quality care than non-VA users for nine out of
ten measures of inpatient care while 8 of 15 clinical pharmacy services were more commonly
provided in VA hospitals than non-VA hospitals including but not limited to in-service
education, clinical research, drug protocol management, drug therapy counseling and
participation on rounds. Fredericks & Nakazawa (2015) stated that most non-VA providers were
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not comfortable speaking about health-related exposures and associated risks that veterans might
experience during military service because they are unfamiliar with referral and consultation
services for veterans.
The problem is not that there is not any type of patient education content geared toward
improving health literacy. The issue is that the contents are provider-specific, not standardized,
and not located in a central location. Aside from this variation of health care practice commonly
observed in an extensive healthcare system (Atkins, Kilbourne, & Shulkin, 2017), the provider’s
lack of knowledge and skills and inability to answer different patients’ needs were consistent
barriers to patient engagement (Liang et al., 2018).
Standardizing patient education content can enhance health literacy and better patient
engagement (Jacobs et al, 2016; Watters, Bergstrom, & Sandefer, 2016). Time constraints
represent the most pervasive barrier to obtaining information and followed closely with lack of
access to the knowledge source (Aakre, Maggio, Fiol, & Cook, 2019; Del Fiol, Workman, &
Gorman, 2014). With this in mind, the clinicians should be armed with an effective teaching tool
to help improve the patient's perception of their healthcare needs which includes how to manage
the care demands at home. This project seeks to create a SharePoint site geared toward all
clinicians to improve access to patient education and resource information. Microsoft
SharePoint is a website that accumulates information in a database and displays these collected
data in the form of well-organized web pages. This method of web-based collaboration allows
users to share and collaborate with other fellow users as well as end-users in a protected but
easily accessible online environment.
The project’s goal is to provide the clinicians with timely and easy access to evidencedbased, systemwide-used, clinician-driven patient education and resource information materials.
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In doing so, clinicians will be directly connected to the patient education and VA resources
immediately without shifting from one website to another. All things considered; clinicians may
potentially increase the health literacy of the veteran population.
The Integrated Review of Evidence
An integrated review of the literature was performed using Cochrane, Joanna Briggs
Institute (JBI), Scopus, CINAHL, and PubMed databases to examine the gap in practice. The
following key terms were included in the search: patient education, health literacy, health
education delivery, health outcome, and patient engagement. To obtain the most current review
of the evidence, the search was limited to systematic review or meta-analysis, clinical practice
guidelines, critically appraised research studies, individual research studies, and peer-reviewed
journal articles published between 2015 and 2019 and written in English. The search resulted in
768 articles. Studies on pediatrics, children, neonatal, and newborn populations were excluded
from this review of the literature. This undertaking resulted in18 articles after the duplicates and
the undefined articles were removed.
Results:
Improved engagement and shared decision-making
Improving patient’s health information-seeking self-efficiency and health literacy has the
potential to impact healthcare engagement and shared decision-making (SDM) (Wigfall &
Tanner, 2018). Information seekers who are confident in seeking the right healthcare information
are more likely to be highly involved in SDM. Better healthcare engagement by taking their own
health information to their doctor’s visits results in a better patient-provider relationship.
Consistent with this finding, high health literacy corresponds with higher levels of
empowerment, improved decision-making skills, and a more active role in treatment (Visscher et

IMPROVING CLINICIANS ACCESS

13

al., 2018). Providing health education is considered a societal role in supporting and guiding the
inactive and non-participatory individuals to become active and productive participants in
healthcare decision-making (Gruman et al., 2010). To avoid the risk of preventable illness,
suboptimal health outcomes, and wasted resources, the conceptual “Engagement Behavior
Framework” (EBF) was utilized. The concept affirms that patients and consumers alike must
make informed decisions about insurance and clinicians to work with, coordinate the complex
treatments to solve their health concerns and organize the communications among these
providers. Delivering health education with patient engagement technology can improve
communication between the patients and healthcare providers to configure a personalized,
informed decision (Prey et al., 2014). For instance, the eHealth usage in engaging patients in
their healthcare broadened this patient engagement relationship in three dimensions, namely,
behavioral (what the patient does), cognitive (what the patient believes and knows), and
emotional (what the patient feels) (Rathert et al., 2017). In a similar study, the ‘edutainment’
intervention provided the participants with enough information to help them decide on what
therapy is indicated for their respective conditions (Lopez-Olivo et al., 2018).
The effect of patient education delivery increases the level of knowledge and satisfaction
with education (Keulers, Welters, Spauwen, & Houpt, 2007). The knowledge scores after
computer-based patient education were significantly higher regardless of age, gender, the
frequency of computer use, previous CTS operation, previous CTS education, and education
level. Along those lines, utilizing tablet computers to engage patients in their care and discharge
planning showed improved communication with their nurses (74%) and with their physicians
(53%), as well as increased patient understanding of their medications (90%) during their
inpatient hospitalization (Winstanley et al., 2017). Additionally, even older participants and
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those less experienced in technology such as the Internet were equally capable of using the new
health education delivery.
In the era of electronic health records, there are six-essential patient-physician
communication functions, namely fostering relationships, pertinent information exchange,
responding-to-emotions, managing uncertainty, decision making, and enabling self-management
(Rathert, Mittler, Banerjee, & McDaniel, 2017). The patient education portals and secure
messaging help patients keep track of their histories, remember what was discussed, and prepare
for clinical encounters. This collaborative relationship between the patient and provider
empowered the patient to become more involved and engaged in his or her care.
Improved self-management skills
The passing rate for the post-video knowledge test using an iPad to learn about warfarin
was significantly higher than the passing rate for the pre-video knowledge test (Kim,
Mohammad, Coley & Donihi, 2015). There was an improvement in patients’ differentiating
when to call their providers for more significant bleeding problems such as hematuria; however,
the most considerable improvement was seen in diet and use of over the counter (OTC)
medications. Another electronic tablet-based inhaler education showed an improved technique
of inhaler use irrespective of specialty or previous personal or family member inhaler use
(Mulhall et al., 2017) The inhaler technique scores improved by 44% in the multimedia group
and only 19% in the print-based group. At the same time, even educational material can improve
the inhaler technique (Beatty, Flynn, & Costello, 2017).
Low caregiver health literacy was associated with a reduction in care recipient selfmanagement behaviors, increased care recipient usage of healthcare services, and compounded
the incidence of caregiver burden (Yuen, Knight, Ricciardelli, & Burney, 2018). Caring for
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adult care recipients differs from caregiving in pediatric populations because the adult care
recipients participate in healthcare decision-making. For this reason, a tailored intervention to
address the patient's health literacy needs will benefit both the care recipients and caregivers by
improving individual health outcomes.
Increased adherence to treatment plans
Patients with high health literacy adhered to their treatment plans at nearly twice the rate
of patients with low health literacy (Miller, 2016). Patients who received interventions were
nearly three times as likely to have high health literacy. In contrast, patients who received no
intervention were twice as likely to remain at low health literacy levels. Accordingly, the risk of
nonadherence was nearly double in participants with no intervention. The group who participated
in the intervention had twice the likelihood to adhere to the treatment plan. This study
established that patients who received interventions were able to expand their health literacy and
had a 16% higher rate of treatment plan adherence.
Higher patient activation measure level was related to 9 out of 13 better health outcomes,
which include but are not limited to improved clinical indicators, better health behaviors, and
increased use of women's preventive screening tests (Greene, Hibbard, Sacks, Overton, &
Parrotta, 2015). The Patient Activation Measure (PAM) is a 13-item metric scale that quantifies
the patients’ “engagement,” activation, or self-management capabilities. Highly activated
patients continued to have normal HDL, serum triglycerides, and PHQ-9 levels as well as
undergoing cancer screening tests (Pap smears and mammography).
Supporting people with low health literacy could improve patients’ medication
knowledge and adherence (Wali et al., 2016). The most efficient interventions are tailored
interventions that can manage barriers to health literacy. Consistent with this study that tackles
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barriers to health literacy, the hour-long 1:1 educational predischarge session using the health
belief model (HBM) session provided patients with the appropriate mechanism to change their
old lifestyles, including identifying barriers to achieving their goals (Eshah, 2013). With this
application of patient education delivery, it led to a significant improvement in health
responsibility, nutrition, and interpersonal relations.
Improved quality of life
Patients with low HL pay little attention to their health status; hence, their unhealthy
behavioral habits continue (Zheng et al.,2018). In this study, health skills refer to the ability of an
individual to transform health knowledge into healthy behavior. The study concluded that
improved health status and quality of life (QOL) comes from excellent health skills. This study
has similar findings to those of Eshah (2013) wherein both studies further showed that health
skills and quality of life are strongly correlated.
Additionally, poor health literacy is strongly linked to lower QOL in all four domains,
namely, physical, psychological, social relationships, and environment, particularly for older
people (Panagioti et al., 2018). Not only is this alarming because approximately one in every five
patients had health literacy problems; it is also disturbing because having poor health literacy is a
significant independent predictor of lower QOL in older patients with long-term conditions.

Rationale
Theoretical Framework: Diffusion of Innovation
The socio-ecological approach to supporting a comprehensive understanding of health
literacy aligns with increased patient engagement (McCormack, Thomas, Lewis, & Rudd, 2017),
which is consistent with Menichetti, Graffigna & Steinsbekk (2018), who stated that the
education dimension was the most frequent focus in a patient-engagement intervention. The
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health literacy of the socio-ecological model posits that creating a supportive environment for a
better comprehension of health information could lead to a more sustainable change in the
interaction with clinicians, the community, and the healthcare system (McCormack et al., 2017).
To create this supportive environment, adopting the health belief model (HBM) as the foundation
of this project is inevitable. The HBM explains that health-related behavior via the personal
assessment of one’s vulnerability to health risks (perceived severity and susceptibility to chronic
disease) results in the consciousness to better one’s health (Ahadzadeh et al., 2015).
Roger’s Diffusion of Innovations Theory was used to identify the steps and processes
required to achieve pervasive dissemination and the diffusion of community health innovations.
There are five established adopter categories: innovators, early adopters, early majority, late
majority, and laggards (Glanz et al., 2015). The innovators were the first to develop ideas, while
the laggards were bound in tradition and adopted change conservatively. The early majority
needed evidence and success stories before adopting change. In contrast, though skeptical of
change, the late majority adopted change after being tried by everyone else. Therefore, the
project needs to identify and recruit the early adopters of change because this group embraces
change opportunities and very comfortable adopting new ideas. The theory had been used for
several years. For instance, the theory was used to identify and explore factors that impact
adoption, implementation, and continued use of telecare technology (Sugarhood, Wherton,
Procter, Hinder, & Greenhalgh, 2014). The diffusion of innovations can also be combined with
other theories. For example, the diffusion of innovations and the theory of reasoned action
frameworks were used to analyze factors related to the adoption of AIDS prevention in the study
carried out by Paulussen, Kok, Schaalma, and Parcel in 1995 (Glanz et al., 2015).
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The General Leadership Approach:
VA’s Servant Leadership and Kotter’s Eight Steps of Change
This DNP student is a hands-on service professional at the frontline of the current
pandemic. Health care providers may potentially affect change in health care delivery at a fiercer
level than before. Health care's relationship is between health care providers, and patients should
be safeguarded against unfounded practices and information. A patient must be able to trust that
clinicians are competent, well-informed, and have the patient's best interest at heart. That said,
Greenleaf's Servant Leadership is one of the general leadership models implemented for this
project because servant leaders encourage high performance and innovation throughout the
health care continuum by helping clinicians and other health care providers pursue and
accomplish their goals (Trastek, Hamilton, & Niles, 2014). The VA fosters the use of Servant
Leadership practice. The VA’s Servant Leadership is a philosophy that highlights caring,
authenticity, and placing veterans and employees before other goals (US Department of Veterans
Affairs, National Center for Organization Development, n.d.).
Kotter’s Eight Steps of Change will assist in the implementation of the project to provide
clinicians timely and easy access to patient education and resource information. Kotter’s process
was found to be an effective way of managing organizational change when used as a simple set
of linear steps (Pollack & Pollack, 2015). The stepwise approach enabled the expansion of this
new service support by enhancing the professional visibility of the project on the frontline
workflow and helping create a more productive environment in the targeted nursing units. At this
Veteran Affairs (VA) teaching facility, the sense of urgency (Step 1) resulted from its least
favorable standing in the nationwide ranking in Strategic Analytics for Improvement and
Learning (SAIL) in several key domains (U.S. Department of Veterans Affairs, n.d.) and the

IMPROVING CLINICIANS ACCESS

19

result of the Consumer Assessment of Health Providers and Systems (CAHPS) Survey, wherein
the two lowest-ranking patient satisfaction measures of this facility were the ones regarding
nurses’ communication with the patient and patients’ understanding of how to manage their
health after discharge (U.S. Department of Veterans Affairs, n.d.). One of the problems that
could have contributed to this predicament is the disparity within the practice setting of each
nursing unit, particularly in providing information and patient education.
Developing a guiding coalition (step 2) requires finding new key staff members who
share a sense of urgency regarding improving patient education and who are invested in
developing innovative new solutions. Tavares Barbosa et al. (2017) determined that the
valorization of people is the theme that provides experienced and seasoned frontline nurses the
strength and opportunity for the implementation of a project such as PEP. Utilizing the expertise
of these experienced nurses, the project will be able to transform this change in practice into
scientific material and future studies.
Developing the change vision (Step 3) entails the involvement of a project sponsor,
Evidence-Based Practice (EBP) director, VA health education coordinator, the system-wide
Patient Education Committee, and the nurse managers of each nursing unit in the project.
Coordinated implementation is vital. Each stakeholder can create a vision that meets the needs of
the facility by capitalizing on the strengths of the leadership team.
Communicating the vision (Step 4) by collaborating regularly is essential for the
successful implementation of the PEP project. With the endorsement of the nursing leadership
and the EBP director, I will work in partnership with the new VA health education coordinator
(VHEC), the system-wide Patient Education Committee, and the nurse managers of each nursing
unit.
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Empowering broad-based action (step 5) by encouraging thoughtful risk-taking strategies
to generate short term wins (step 6) are vital steps in propelling the change towards success. That
said, the DNP student will team up with the unit’s expert clinician to organize and encourage the
volunteer project unit champion or liaison. When the project is fully implemented across the
facility’s healthcare system, the steering, workflow, and integrating unit champions comprise the
second step of the project or action phase. The steering unit champion will review the current use
of the unit’s online materials and modify them if needed. The workflow unit champion will assist
the DNP student in incorporating the new process into the old one and formulate an alternative
plan as needed. The integration unit champion will use information technology to incorporate an
option in the tool portion.
The plan to influence the culture to make the organization more open and receptive to
change is embedded in the last two steps of Kotter’s model of change. The increased visibility
produced by the short-term wins helps with the next step: transforming the culture (Step 7) by
challenging and revolutionizing the policies or systems that hamper the PEP project. By
anchoring new approaches in the culture (Step 8), many frontline staff will grasp the connection
between the new vision, the new workflow, and their newfound success.
Rowe and Hogarth (2005) utilized Kotter’s model of change in the implementation team
huddles in eight hospitals. In the hospitals that followed Kotter’s model, there was an
improvement in communication as perceived in the early steps of the model. Facilitating the
spread of the team huddle implementation and sustained use of the huddles were also evident in
the last phase of Kotter’s model of change, which is just as what the model proposes.

IMPROVING CLINICIANS ACCESS

21

Specific Aim
Aim Statement: The DNP student seeks to create a SharePoint site to improve access to
patient education and resource information. The project goal is to provide the clinicians with
timely and easy access to evidenced-based, systemwide-used, and clinician-driven patient
education and resource information.
The Key Stakeholders
Critical Stakeholders: Service-line nurse executives are exceptionally situated to lead
care transformation that leverages technology to improve patient engagement, redefine nursing
practice, and improve practical outcomes (Clavelle, 2018). The project involved collaboration
with the Office of VA Research and Innovation because it continually supports all
multidisciplinary committee work related to patient-centered research and evidence-based
practice. An alliance with the Patient Experience Director of the Office of Quality, Safety, and
Values was instrumental in this project because this office can promote this project and its
services for veterans and their families.
The Stakeholders and Resources. The VA health education coordinator (VHEC) is the
domain expert in the clinical field. The DNP student assesses the clinicians’ work processes,
existing issues, and limitations in the clinicians’ acquisition of health education information. The
stakeholders who played a critical role in this project were nurses working at the pilot unit, also
known as the Intermediate Intensive Care Unit (IICU). Actively involving these nurses during
the conceptualization and implementation phases yielded a higher chance of better and cohesive
collaboration. Cooperation with the VA employee union was also vital in minimizing the needsassessment survey burden on the employees. The pre and post-implementation of two-minute
surveys are exempted from Organizational Assessment Committee (OAC) and National Union
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Notification review because they will be distributed to less than 10,000 employees and be
entirely completed at the primary facility level (US Department of Veterans Affairs, Office of
Research & Development n.d.).
The Office of Information and Technology was instrumental in building SharePoint sites
on large scale; however, the local SharePoint representative oversees local sites. In this project,
the SharePoint site was created as a sub-page of the Veteran Health Education SharePoint.
Intervention:
The Clinician Patient Education and VA Resource Information SharePoint Site
Since most clinicians at the VA use the CPRS for entering patient-related orders and
documentation, the dropdown menu now includes a link to the SharePoint site. Therefore,
clinicians are now immediately connected to the patient’s education and VA resource
information without shifting from one website to another.
To ensure that SharePoint’s patient education information adheres to the national
Veterans Health Education and Information (VHEI) program and the VHA National Center for
Health Promotion and Disease Prevention, the DNP student follows the instructions of the
VHEI’s director (Shannon Peters, personal correspondence, January 24, 2020). In a letter in
which the director addressed patient education materials, she stated that the national VHEI
program does not maintain a source of approved patient education materials. She added that the
first source of patient education material should always be the VA or other federal government
resources, such as the VA webpages, Veterans Health Library, Centers for Disease Control and
Prevention, and National Institutes of Health. She also said that the VA National Library has
contracts with journal articles and patient education resources. If local facilities have contracts
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with outside organizations, such as Krames-on-Demand (KOD) or GetWell Network, they must
get approval to use these resources based on local practice.
Correctly delivering a personalized patient education depends on more than the
abovementioned methods. This project provided additional strategies for clinicians to cope with
daily decision-making impacting their patients' health and facilitates the meaningful exchange of
information to improve the quality of care. These additional strategies include effective and
judicious utilization of the currently available resources and programs that appropriately benefit
patients and caregivers. Some of these programs were abruptly interrupted due to the COVID-19
pandemic; hence, the DNP student needed several modifications with the corresponding program
managers. For example, the support group programs, which were personally administered faceto-face pre-pandemic, are now available via Zoom. With this project's implementation, clinicians
can now connect the patients to the new way of attending support groups, old or newly
implemented, like the COVID Support Group.
To guarantee the project’s sustainability, the DNP student will hand over the contents and
management to unit-based contributors from different VA units/sites under the Patient Education
Committee’s supervision and direction. In doing so, patient education and resource materials will
be standardized across the continuum of care.
Gap Analysis
Current State. This DNP project plays a key part in the gap analysis of the facility’s
strategic planning. By looking at the above issues utilizing a gap analysis, this project aligns
itself with the facility’s strategic plan which is to be the best in quality and patient experience.
This project could improve the facility’s quality measures in the following domains: 1) avoidable
adverse events 2) adjusted length of stay and UM reviews, 3) access for the call-center speed in
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responding calls and abandonment rate, 4) RN turnover and physician capacity, 5) PCMH care
coordination and (6) patient experience. Additionally, this facility’s lowest-ranking measure in
the CAHPS survey was “communication with nurses” and “discharge plan.”
Avoidable Adverse Events. Healthcare providers are the most trusted source of
information about diseases such as community acquired- Methicillin-resistant
Staphylococcus aureus or commonly known as MRSA (Brinsley-Rainisch, Cochran, BushKnapp, & Pearson, 2007). In support of this study, doctors remain the most frequently used
source of medical information (Duren-Winfield et al., 2015); however, 7.6% of physicians
prefer to inform patients with hospital-acquired infections (HAIs) only if they are at a high
risk of infection (Bo, Ampino, Dalmasso, & Zotti, 2017). Consequently, nurses deliver
verbal information about hospital-acquired infections. Study showed that almost all (97%)
expressed improved perceived confidence in performing nursing care and increased
knowledge of where to seek help if necessary, after an organized and systematic patient
education program was implemented (DeLa Cruz, Caillouet, & Guerrero, 2012). This
DNP’s SharePoint project provided the clinicians a way of effective teamwork and
communication in providing safe care because the materials are used across the continuum
of care.
Adjusted Length of Stay and Utilization Management Reviews. This project
provides a solution to the SAIL’s adjusted length-of-stay domain. With this in mind, as the
length of stay decreases; the chances of the patient feeling well enough to participate in
educational sessions diminishes (DeMarco, & Schuster Nystrom, 2009). O'Leary et al.
(2015) reported that nearly half (42%) would like to receive health information during
hospitalization. To accommodate changes in health care practice, the nursing staff has to
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take advantage of “optimal teachable moments,” engage family members as appropriate to
the patient's preferences, and adapt their teaching accordingly (DeMarco & Schuster
Nystrom, 2009).
Customization of the patient-education content could promote increased health
literacy and strengthen the patient's adherence by implementing the appropriate self-care
needs (Jacobs, Lou, Ownby, & Caballero, 2016). Identically, a pre-discharge education
improves adherence to healthy lifestyle post-discharge for patients with ACS (Esha, 2013).
Individualized education was vital because it customized the discharge planning to the
patients' needs using a wide range of methods to enable staff in holistically assessing the
patient's education needs leading to a smooth discharge (Rushton, Howard, Grant, & Astin,
2017). For individualized education to be successful in reducing anxiety and depression, the
information needs to incorporate the patients and or significant others in healthcare
decision-making. As a result of clinician’s straightforward access to frequently used health
information via the SharePoint site, the utilization management reviews will be able to
demonstrate a more efficient consumption of hospital resources and reduced risk to patients.
Access for the Call-center Speed in Responding Calls. Providing effective and
applicable health education at the inpatient setting or at the clinic will lessen the use of the
advice-nurse line. Study showed that many patients with ongoing needs are often not
addressed during ED discharge (Rising, Hudgins, Reigle, Hollander, & Carr, 2016). These
healthcare needs include ongoing uncertainty about the cause of their symptoms and what to
expect, which triggers the feelings of fear. The advice-nurse line clinicians will have
improved access to an interprofessional, systemwide, clinician-driven with the use of the
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SharePoint site materials and can answer caller’s healthcare and resource inquiry efficiently
and timely because the site’s materials are used across the continuum of care
RN turnover and physician capacity. The US is projected to experience a nursing
shortage to the pre-recession work levels because of the rise in chronic care management,
the Affordable Care Act, and the aging baby boomers (Snavely, 2016). To address the
staffing shortages in an era of reform, health system leaders should understand that
physician and nursing shortages threaten a hospital’s ability to offer high-quality care
(Sanford, 2013). One solution to keep the mature workers—who are stereotypically known
to merely biding their time until retirement—is by engaging them to pass down their skills,
experience, and resiliency to younger workers (Cohen-Callow, Hopkins, & Kim, 2009).
This project provides an avenue for experienced nurses to slow down the RN turn-over rate
by sharing their expertise and knowledge to the ones with less experience.
Care Coordination. This domain is based on the CAHPS survey, which measures
patients’ perception of providers’ use of information to coordinate patient care. Higher
activation relates to better health outcomes, which include improved clinical indicators,
better health behaviors, and the increased use of preventive screening tests (Greene,
Hibbard, Sacks, Overton, & Parrotta, 2015). Low activation levels in the ED population
were significantly associated with hospital admission (Sheikh et al., 2016). Low health
literacy rates increased with age (Sand-Jecklin, Daniels, & Lucke-Wold, 2017) and
increased transitional care needs in hospitalized patients (Boyle et al., 2017). Patients at
high risk of low health literacy had a higher number of co-morbid conditions and a
significantly higher rate of 30-day re-hospitalizations. This project, which includes health
education and resources, will help to tailor clinicians’ discharge planning.
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Patient Experience. As earlier stated, this domain is also based on the VA’s own
patient satisfaction survey or SHEP which is an adaptation of HCAHPS Survey, a national,
standardized survey of hospitalized patients. This project can increase patient satisfaction.
Nurses were able to improve their Hospital Consumer Assessment of Healthcare Providers
and System (HCAHPS) score in a quality improvement project involving a consistent
structure when conducting patient education (Cartwright, 2017). Similarly, the Engage2
project measured the use of the protocol questions against the HCAHPS scores (Davis,
2017). The project utilized the AHRQ universal precautions that ensure all patients have
consistent and easy-to-understand access to information with their healthcare provider. In
this project, the PCU nurses added two questions to ask each patient upon admission. These
two questions covered the patient's knowledge of their diagnosis (assessing skills) and what
they would like to know (assessing motivation). Utilizing this new process, the unit's
HCAHPS scores showed a significant rise in the “Communication with Nurses” domain and
significant jump in patient-reported satisfaction in the survey.
Prior to this project, the approach to providing information to veterans, particularly on
patient education, uses hard copy located in the lobby or the hallway of each nursing unit, or
clinicians may go online to find patient education websites embedded in other websites. For
instance, if a patient needs to know about chronic obstructive pulmonary disease, the clinician
may access the information from the hospital's online health library, which is unfortunately
embedded among other hospital resources on the main hospital website. Additionally, not all
information appropriate for patient health and educational literacy is available in the online
health library. For example, if a patient needs to learn how to insert a Foley catheter, the skill set
indicated in the online health library may not be appropriate to their health literacy level.
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Similarly, suppose a clinician wants to safely and timely discharge a patient with
tracheostomy and mechanical ventilation. In that case, the clinician needs to make his plan using
a limited CPRS order set. The clinicians rely on these fragmented processes of providing health
information and coordinating services in disparate places throughout the hospital. As a result, the
information and resources provided are provider-specific and not standardized across the hospital
system.
Steps Taken. To create a central location for the systemwide-used, evidenced-based, and
frequently used clinician-driven patient education and resource information, the project plan was
divided into three phases: Analyze, Act, and Anchor.
In the first phase, the DNP student needed to submit and complete the facility's VA
Capstone Project Proposal (see appendix J). When the Chief Associate of the Office of Research
and Development approved the project, the DNP student collaborated with her line-of-service
Chief Nurse to select the project's nursing unit. The Intermediate Intensive Care Unit (IICU) was
chosen for the project. The DNP student reached out to the unit's leadership and management for
approval. The DNP student evaluated the clinicians' needs assessment in the unit by attending
shift-change huddles and distributing the pre-implementation survey.
In the Act Phase, the DNP student closely worked with the Office of Information and
Technology (OI&T) to create the SharePoint site database and link it to the clinicians' charting
site, CPRS. After gathering and posting the information at the SharePoint site, the DNP student
returned to the IICU to encourage staff to use the site by attending several shift-change huddles.
In the Anchor Phase, the DNP student distributed the post-implementation survey after
10 days of the SharePoint site going live. With the survey result, she presented it to the Patient
Education Committee for system-wide dissemination of the project.
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Since the project was implemented, the clinicians now have direct access to systemwide-used, evidence-based, and clinician-driven patient education and resource information that
is frequently used. When a patient inquired about a Foley catheter's self-insertion, clinicians from
different sites of the facility's healthcare system can now access the information via the patient's
chart, linked to the SharePoint's Clinician Patient Education and Resource Information site.
Similarly, suppose this patient called the primary care provider's office. In that case, the clinician
in this office can provide the patient with the same information that an advice nurse, telehealth
nurse, or even a primary nurse in the medical ward provides. Likewise, clinicians from the office
or the acute care setting may order supplies and utilize resources effectively and promptly
because the SharePoint site features information on coordinating and collaborating with other
departments, including pharmacy and prosthetic departments. For instance, the clinicians can
utilize the SharePoint site information on discharging a patient with tracheostomy and
mechanical ventilation to collaborate with other clinicians efficiently. By knowing each
clinician's role and technical expertise, the clinician leading the team can brainstorm barriers,
facilitators, and recommendations to safely and effectively discharge the patient home.
Future State. The SharePoint site will continue to collaborate with the Office of Veteran
Health Education and Information and the Office of Public Affairs. It will expand its contents by
involving other inpatient, outpatient, rehab, and long-term care nursing units. In the future, the
facility's documentation of providing patient education will be amended to include the
SharePoint site's materials with its corresponding identifiable compilation number and
review/renewal dates.
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In the future, when the SharePoint site includes all nursing units' patient education and
resource information materials, the DNP student would like to evaluate if the project influenced
the facility's HCAP and SAIL metrics.
The Timeline
The project had several barriers and derailment. At the project’s onset, there was an
absence of a DNP practitioner who is a subject matter expert on patient education and VA
resource information. In an email from the former Evidence-Based Practice (EBP) Director, she
stated that this DNP student should have a corresponding DNP supervising practitioner (Denise
Fillipucci, personal correspondence, January 19, 2020). The VA health education coordinator,
who has the authority and the executive leadership capacity to pursue the project to its
completion, agreed to be the clinical preceptor. It took two months before a DNP practitioner
committed to be the clinical adviser. When it was agreed that a DNP practitioner with a different
specialty would supervise this student, the COVID-19 pandemic came. All school projects at the
VA teaching facility halted for two school semesters. When this project resumed in September, a
significant change in EBP leadership with the Offices of Research and Innovation occurred,
which derailed this project for another month. When the new EBP director approved the VA
Capstone Project Proposal (see appendix B), the project finally started.
The Work Breakdown System
The project was divided into three major phases: the analysis, the act, and the anchor (see
Appendix d). In the analysis phase, the DNP student collaborated with the service line chief
nurse executive of Nursing and the Office of Patient Experience Director. She presented her
project to the AFGE union president and other stakeholders in their field, such as in privacy
policy, mental health, and clinic operations.
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After all the stakeholders were informed of the project, the DNP student-organized and
completed the chosen pilot unit’s needs-assessment analysis. The needs-assessment analysis
included the submission of pre-implementation surveys and several face-to-face meetings with
the IICU nurses. The DNP student also attended daily huddle meetings with staff. She made the
implementation survey available via hardcopy, which she posted in the nursing unit’s huddle
board or via the USF’s Qualtrics’ reusable link, which she emailed.
The second phase is the act or implementation phase, which resulted from the analysis
phase. In this phase, the DNP student and her clinical preceptor reached out to the local
SharePoint administrator to procure a dedicated SharePoint site for patient education and
resource information for clinician collaboration. After site access was granted, the DNP student
formatted and posted the aggregated patient education and resource information materials. She
requested the Office of Information and Technology to link the SharePoint to the CPRS. Then,
she directed the staff to visit the site either via the direct link in her email or via CPRS’s
dropdown menu in the Tool-tab. The DNP student discussed the unit’s workflow with the
assistant nurse to manage for smooth integration of the project with the clinicians.
The anchor phase is the evaluation of the project’s sustainability. The DNP student
distributed and collected the post-implementation survey via hardcopy or the USF’s Qualtrics’
reusable link. She achieved improved IICU staff participation when she attended the daily huddle
and face-to-face meetings with IICU nurses.
For the project’s sustainability, the DNP student will hand over the SharePoint site’s
contents and management to unit-based contributors from different VA units/sites under the
Patient Education Committee’s supervision and direction. This will allow the standardization of
patient education and resource materials across the care continuum.
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The Gantt Chart
The analysis or the assessment phase occurred for over five weeks as the DNP student
collaborated with the key stakeholders. The needs-assessment analysis included the submission
of pre-implementation surveys, and several face-to-face meetings with the IICU nurses happened
daily in one week. That same week, the DNP student assessed and applied for an appropriate
web page via the National Your-IT request page.
The second phase is the act or implementation phase, resulting from the analysis phase in
the third week. In this phase, requested the Office of Information and Technology to link the
SharePoint to the CPRS. Then, she directed the staff to visit the site via the direct link in her
email or via CPRS’s dropdown menu in the Tool-tab.
The anchor phase is the evaluation of the project’s sustainability that occurred in the
fourth week. This week, the DNP student distributed and collected the post-implementation
survey via hardcopy or the USF’s Qualtrics’ reusable link.
The fifth and sixth week is for the project’s sustainability wherein the DNP student
presented the completed project to various leadership meetings and committees. She also
endorses the management of the SharePoint site’s contents and the management of the VHEC.
The Communication Matrix
To create this central location of frequently used patient education and VA resource
information materials, the DNP student will have face-to-face and online meetings with various
expert clinicians in the inpatient and outpatient settings. Due to the COVID 19 pandemic
restriction, most of the communication happened online via Microsoft Team or email. The
survey was completed via hardcopy and online.
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The analysis phase had several face-to-face meetings with the IICU staff in order for the
DNP student to immerse herself in the unit’s workflow. The implementation phase was mainly
completed electronically utilizing the Microsoft Team, email, and phone calls, while the
anchoring phase was a mixture of online and face-to-face meetings.
The Budget and Funding
The cost is often the primary concern for a new project (DeMarco & Nystrom, 2009).
Carefully assessing the justification for the purchase or lease of the web-based platform
technology should include full disclosure of expenses. An annual service contract with the
vendor is often the best way to stay informed with software updates and guaranteed timely
technical support for the optimal performance of Microsoft’s SharePoint. However, this project
does not need to procure additional licensing as the facility has an existing contract with
Microsoft.
Budgetary considerations and funding requirements for this project proved minimal for
the following reasons. The VA’s Office of Information and Technology (OI&T) department is a
service department funded through the overhead dollar; hence, the capital dollars were negligible
for this project due to the ability to use the existing OI&T architecture, Microsoft SharePoint, as
the portal’s platform.
Clinicians were assigned to work on a project in the course of their regular workday in
addition to normal duties so they might accomplish better ratings in their annual performance
evaluation. The primary cost to this project was in utilizing VHEC’s staff time for maintaining
the SharePoint site and continued PEP liaison training. However, due to the VA’s organizational
structure, all members approved to assist on this project were paid out of their home
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departmental budgets. Since all labor hours on this project were considered routine work, the
hours and associated dollars were not taken into consideration as an expense to the project.
The Cost Avoidance Analysis
As previously discussed, the organization is committed to its strategic plan, adding
priority status to this project request. Equally important in the strategic plan is reducing both
LOS and readmission rates. The cost-benefit projections were based on reducing both length of
stay and readmissions because they increase the unnecessary cost to the local organization and to
the taxpayers in general.
Unlike other US health care systems, the VA is different because it operates under a
global budget and a low-income patient population that is more chronically ill than non-VA users
(Carey & Stefos, 2016). Contrary to the popular belief, the VA is not healthcare insurance but a
healthcare provider. It provides healthcare services to almost eight million enrollees. The VA
system has 18.3 hospital beds per 10,000 enrollees and an inpatient daily census of 11 patients
per 10,000 enrollees for an occupancy rate of 60% (Hussey et al., 2016).
Reducing LOS offers the first opportunity for cost avoidance. The daily cost of an
inpatient stay at the VA medical ward costs $3,873 in 2018 (US Department of Veterans Affairs,
Health Economics Resource Center (HERC), n.d.). These expenses persist when patients stay in
the hospital as long as they continue to meet inpatient criteria. When patients no longer meet
inpatient criteria, their stays are considered unpaid days and the expenses incurred to reduce the
overall contribution margin. Meeting the inpatient criteria or not, a reduction in LOS by seven
inpatient/days per week would determine a cost savings of $1.4 million annually. The facility can
save over $4 million for seven preventable inpatient days in three years. In any event, an
occupied or filled bed prohibits a new patient from being admitted (see Appendix F).
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Reducing the hospital readmission rate presents the second opportunity for cost
avoidance. Overall, the VA could save $2,140 for each averted 30-day readmission (Carey &
Stefos, 2016). The expected cost of readmission for a patient with heart attack, heart failure and
pneumonia are $3,432, $2,488 and $2,278 respectively. Conservatively, if the facility can
prevent three preventable readmission inpatient days, the facility can save over $1 million in
three years. For seven avoidable readmission inpatient days, the facility can save over $2.3
million in three years. This cost-benefit projection breakdown showed the opportunity for cost
savings (see Appendix G).
The SWOT Analysis
Strengths. Autonomy promotes job satisfaction. Advanced practice registered nurses
who are in an administrative and clinical position find that autonomy promotes job satisfaction
(Han, Carter, & Champion, 2018). These clinical and organization facilitators will be the valor
to increase the clinician-user involvement in creating access to an interprofessional, systemwide,
clinician-driven education materials. Valorization of people is the theme that provides the
strength and opportunity for the implementation of a project (Tavares Barbosa et al., 2017).
Utilizing the expertise of experienced nurses, the project will be able to transform this change in
practice into scientific material and future studies. Furthermore, these continuing education
activities by the staff, in collaboration with the patients, will provide permanent and continuing
education for the health professionals (see Appendix E).
Time constraints represent the most pervasive barrier to obtaining information (Aakre,
Maggio, Fiol, & Cook, 2019). The strength of the portal is its prime location, which is embedded
in the charting system. Because the clinicians already possessed the skills to navigate the CPRS,
the time constraint, resource inaccessibility, indifferent personal attitudes and skills, and
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unfamiliarity to institutional characteristics are curtailed. CPRS. For instance, since this project
constitutes a clinician-driven site implanted inside CPRS, the clinicians do not need to close the
CPRS completely to enter a website address of another site.
Weakness. A total of 40% of the federal, state, and local staff are either considering
leaving their organizations in the next year or are retiring in 2020 (Leider, Harper, Shon, Sellers,
& Castrucci, 2016). That said, the setting of the project, the VA, is not spared because of its fast
staff turn-over and its effect on the strength of partisan politics in the interchange of experts in
the periods of government exchange (Tavares Barbosa et al., 2017). After studying the Brazilian
health system, the authors stated that the discontinuation of service or partisan politics
contributes to both the weaknesses and the threats. The lack of continuity, when one does not
maintain what was previously started, is both an internal and external factor in the weakness and
threat sections of the SWOT matrix (see Appendix E).
Opportunities. This VA healthcare system has expanded facilities to include short- and
long-term care facilities. This project has the possibility that this interprofessional collaboration
portal will provide the consistency in patient education and resource material content across the
continuum of care. McCormack, Thomas, Lewis, and Rudd (2017) support a social-ecological
approach with a focus on health literacy and patient engagement. They proposed five levels of
influence in which a patient can gather information to make informed decisions, namely
individual, interpersonal, organization, community and macro. The researchers pointed out that
there are five strategies to disseminate patient education, namely accumulation, amplification,
facilitation, cascade and convergence strategy. The most influential is the convergence strategy
or reciprocal interdependence which creates the best-informed healthcare consumer by
reinforcing or repeating the information from different levels of influence. The healthcare-
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assisted teaching tool can disseminate evidence-based patient education in most, if not all, levels
of influence for the best possible outcome by utilizing the convergence strategy (see Appendix
E).
Threat. There were four main patient education challenges, namely, decreased workflow
efficiency, variability in how patients receive educational products, provider frustration,
increased risk of not meeting meaningful use (MU) requirements for patient education, and
financial impacts (Shipman, Lake, Van Der Volgen, & Doman, 2016). In addition to the
aforementioned challenges, information-seeking clinicians at the point-of-care are influence by
time, resource accessibility, personal attitudes and skills, institutional characteristics, and specific
resource features (Aakre, Maggio, Fiol, & Cook, 2019). Time spent in seeking clinical
information and resources depends on the clinicians’ personal skills and attitudes, institutional
culture and policies, resource availability, and resource efficiency and familiarity as well as
patients’ clinical presentation at the point of care (see Appendix E).
The Ethical Consideration
The vision to improve the health literacy of the population stemmed from at least two
provisions of care: enhance self-determination and better communication with healthcare
providers. The American Nurses Association (ANA) Code of Ethics Provision 1.4 states that the
right of self-determination asserts the nurses’ responsibility to provide clear and comprehensible
information to assist the healthcare consumer or patient to reach an informed decision (ANA,
2015). Furthermore, Provision 2.3 refers to collaboration wherein nurses must liaise with other
healthcare members to secure needed information for the patient to make choices. Moreover, the
project is also in alignment with the VA's Health Promotion and Disease Prevention Program

IMPROVING CLINICIANS ACCESS

38

(HPDP) which aims to assist veterans to make lifestyle changes live longer and healthier by
being actively involved in healthcare (US Department of Veterans Affairs, n.d.)
Equally important, to deter the widening gap between the information-haves and the
information have-nots (Hesse et al., 2014), the health communication goal of Healthy People
2020 includes the objectives of encouraging the expanded use of health information technologies
to achieve health equity. The project is in alignment with Healthy People 2020, principally, with
the Health Communication and Health Information Technology (HC-HIT), which aims to
improve population health outcomes and health care quality. With this intention, studies with
comparable intervention showed that patients reported a better understanding of their
medications (Winstanley et al., 2017) and higher overall satisfaction (Greysen et al., 2014).
Together with the objective of Healthy People 2020, the project supports shared decision-making
between patients and providers, assists in increasing health literacy skills and provides an
evidence-based principle in the design of content that aims to result in healthier behavior. For
this reason, the goal of this project is within the provision of HC-HIT, which supports
personalized self-management tools and resources.
This project is in alignment with the University of San Francisco’s social responsibility in
achieving the mission to generate, disseminate and implement knowledge grounded on the Jesuit
tradition to follow evidence-based findings to their culmination in application to change the
world for the betterment of the future generations. As an agent of change, this project hopes to
accomplish the challenge to strive for excellence which is one of the USF’s Jesuit values
(University of San Francisco, ND).
The project involves no more than minimal risk of harm to participants and does not
involve procedures for which written consent is normally required outside the project context.
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The US Department of Health and Human Services’ Office of Human Research Protection
defined minimal risk as “the probability and magnitude of harm or discomfort anticipated in the
research are not greater in and of themselves than those ordinarily encountered in daily life or
during the performance of routine physical or psychological examinations or tests” (45 Code of
Federal Regulation [CFR] 46, page 128).
Correspondingly, the surveys will remain anonymous. The demographic traits associated
with the anonymous surveys will be used solely to gain additional insight into the data breakouts
by categories. The mail-back questionnaires or web-based surveys will have no tracking codes to
identify the survey respondents. The survey respondents will not be identified, directly or
through identifiers, or linked to this DNP project. Since the survey will possibly involve less than
1,000 VA employees and will involve multiple VA sites within the primary facility level, the
DNP author will confer with the Organizational Assessment Sub-Committee (OASC) Review,
National Union Notification, and local Human Resources office for screening and approval if
needed. Additionally, the DNP student does not have a conflict of interest related to any projectsponsoring company, product or service and, in the case of human research, protection of human
subjects. For these reasons, the DNP student will seek expedited appraisal to be exempt from the
review of the local Institutional Review Board (IRB).
The Measures
This project was undertaken as an evidence-based change of practice project at a VA
hospital and as such was not formally recognized by the Institutional Review Board. The DNP
student immersed herself in the IICU setting by attending the unit’s report or huddle every
change of shift for almost two weeks. This allowed her to gain first-hand experience and assess
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the resources clinicians often utilize for their patients’ health information needs and the
difficulties they face in obtaining appropriate patient education materials.

Surveys are the primary measure for studying the outcomes in the SharePoint site. The
pre- and post-implementation surveys compared how frequently clinicians encountered situations
in which patients and caregivers needed information and where the clinicians found the
information they provided in these encounters. The next section was related to the timeliness and
the degree of difficulty in aggregating this information. The third section was only available in
the post-implementation survey. It was used to collect feedback because delivering clinicians’
needs and priorities were necessary for this project. All surveys were available as hard copies on
the unit’s huddle board. Anonymous survey links and QR codes via USF’s Qualtrics were also
emailed and handed to each participant.
The data were analyzed using the Statistical Package for Social Sciences (SPSS, Version
25). The DNP student modified the selected statistical test analysis because the number of
participants in the pre-and post-implementation surveys was unequal. Instead of the parametric ttest, the non-parametric Mann-Whitney test was utilized to analyze the project’s outcome. This
included timeliness and ease in accessing frequently used health information and project
acceptance. The statistical significance level was <0.05, and the confidence interval was 95%. To
describe the population, a descriptive statistic using mean and standard deviation (SD) was used
for the continuous and dichotomous levels of measurements, while absolute (N) and relative (%)
measurements were used with categorical variables.
The Analysis
Pre- and post-implementation surveys were deployed to examine the impact of the
SharePoint site project and establish whether the observed outcomes were due to the
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intervention. All survey participants in this project were IICU nurses. Some participants also
acted as charge and/or resource nurses in their unit. However, due to the COVID-19 pandemic,
there were drastic changes in staffing as many nurses are floating to other nursing units, such as
the MSICU and ER. Thirty-nine participants responded to the pre-implementation survey, and 26
completed the post-implementation survey.
Data analysis was carried out using hardcopies and USF Qualtrics. The surveys were
available to staff via hardcopy and used reusable, non-identifiable USF Qualtrics links, as well as
QR codes. This author entered the hardcopy to USF Qualtrics. The Descriptive Statistics, using
mean and standard deviation (SD), were used for the continuous and dichotomous level of
measurements while absolute (N) and relative (%) were used with categorical variables.
Since there was no prior study in the VA with the IICU staff regarding the clinicians’
access to patient education and VA resource information, this DNP author designed a pre-and
post-implementation survey to assess the gap in practice, the impact of the intervention, and if
the observed outcomes were due to the intervention.
The pre-implementation survey included a question on the frequency of encounters and
their information source when clinicians were asked about the following patient education
themes: diagnosis, nursing tasks, medications, and VA resources. The education theme of
diagnosis includes inquiry on illness and disease, while nursing tasks include, but are not limited
to, self-insertion of foley catheter and wound/surgical drain care and management. The education
theme for medication includes, but is not limited to, the use of inhalers and nebulizers, while VA
resources include transportation, community programs, and medication refills. Based on these
education themes, the clinicians were further asked about the timeliness and ease of finding
information regarding reliable systemwide, evidence-based patient education.
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Ten days after the SharePoint site was implemented, the post-implementation survey was
initiated. This time, the survey added the participants’ perception of information-seeking and
information-sharing behaviors.
The Result
There were unequal numbers of participants in the pre-implementation survey and in
post-implementation. As part of the project's needs assessment, the survey started with the
question of how often the clinicians encountered a patient or caregiver asking about the
following education themes: diagnosis, nursing tasks, medication, and resources (see Appendix
H.1). The participants were divided into two categories: those who were asked two times a week
or less, and those who were asked three times a week or more often. In the group that was never
or seldom (less than twice a week) asked about patient education and resource information, the
most common (47%–69%) questions were about VA resource information. In contrast, the
education theme that was least asked about involved diagnosis, illness, and disease. For the
group that was often (three to four times a week) to always (greater than five times a week)
asked about patient education and resource information, the most common (62%–72%) questions
were about diagnosis, illness, and disease, while the education theme least asked about was the
VA resource.
The participants were asked the frequency and source of information used in providing
patient education, considering the patient and caregivers' level of understanding (see Appendix
H.). In terms of using online sources, most (61.54%) of the participants never used online
textbooks to provide patient education and resource information, while 36% to 37% did. The
participants seldom used a website to provide patient education and resource information. A little
over 46% of the participants never to seldom used the VA online library to provide patient
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education and resource information, while the majority (57–76%) of the IICU staff surveyed
never used MyhealtheVet to provide patient education and resource information.
In terms of using hardcopy materials, most (57%) of the IICU staff surveyed state that
they seldom use nursing or medical books to provide patient education and resource information.
In comparison, 44% to 50% of the participants never used non-VA issued journals and brochures
to provide patient education and resource information.
In terms of people and relationships, a little over 40% (40-42%) of IICU staff who
participated in the survey stated that they often seek information for patient education and
resources from their co-workers while 32-38% said that they rely on their own healthcare
provider. Most of the participants (55.88% to 68%) do not rely on their family and friends for
patient education and resource information.
In the frequency and source of information section, the survey showed that the staff never
uses MyhealtheVet and family/friends. They seldom use non-VA academic journals and online
books, while they often use coworkers as information sources. Lastly, they always utilize the
internet as a source of information.
The length of time it took for clinicians to find information on the four education themes
was divided into four categories: less than five minutes, from six minutes to an hour, greater than
one hour, and the ones who "never found any" (see Appendix H.3). Results for the ones who
could find information in less than five minutes showed that 15% more staff could now find
medication information and almost 20% more staff could now find information on VA resources
in the SharePoint site. Almost an equal percentage of staff could find the information on nursing
tasks in this category, while fewer staff members (from 40% to 29%) found information on the
diagnosis.
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For the ones who could find information within six minutes to an hour, the result showed
that a lower percentage of staff could find information about nursing tasks (from 45.71% to
41.6%), medication (31.43% to 25%), and VA resources (from 64.71% to 62.5%). However,
there was an increase in the percentage of staff finding a diagnosis (from 48.5% to 59.33%).
For the ones who can find information in more than 1 hour, the result showed there was
less percentage of staff who can find information about the diagnosis (from 11.43% to 8.33%);
however, there is remarkably less percentage of staff who can find information about resources
(23.53% to 4.17%). There was almost a 7% increase in the percentage of staff who found
information on nursing tasks (from 5.71% to 12.5%).
For the ones who cannot find any information, the result was that there was less
percentage of staff who can find information about the nursing task (from 5.71% to 4.17%) and
medication (from 14.29% to 4.17%). As stated earlier, the ICU staff clamored for a discharge
coordination inquiry in the survey that needed timely resolution. This project provided the
solution to this complex discharge coordination, which involves discharging a patient with a new
tracheostomy and artificial ventilator machine. Based on the DNP student's experience in
collaborating with the non-VA respiratory home medical equipment supplier, team pharmacist,
respiratory therapist, and nursing, she created a roadmap of the essential requirements for timely
and safe patient discharge. During the pandemic, she worked closely with the respiratory therapy
educator to ensure the procedure was current.
Regarding the ease or difficulty of finding appropriate patient education and reliable
resource information on the education themes mentioned earlier, the selection was divided into
four categories: very easy, slightly easy, slightly difficult, and very difficult. These four
categories were finally divided into two categories: easy and difficult (see Appendix H.4). The
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results showed that a greater percentage of staff members say that it is easier to find information
on diagnoses (from 77% to 79%), medication (from 72% to 75%), and resources (from 35% to
54%) in the SharePoint site.
The results also showed that a smaller percentage of staff members say that it is now less
difficult to find information on diagnoses (from 23% to 21%), medication (from 28% to 25%),
and VA resources (from 59% to 49%) in the SharePoint site.
Overall, the results showed that more staff members say they find it easy now with
SharePoint to find systemwide patient education and resource information. However, the results
also showed that many staff members still reported that they find it difficult to find systemwide
patient education and resource information (see Appendix H.5).
In order of importance, the survey participants list information about diagnosis and
nursing tasks as the most important data when using the SharePoint site, followed closely by
information about medication. Information about VA resources was ranked as the least important
by the survey participants probably because they source out this role to either the charge nurse or
the case manager (see Appendix H.6).
As far as the participants' information-sharing behavior is concerned, they will likely use
the project. They will very likely share the information regarding diagnosis (76%), nursing tasks
(80%), medication (76%), and resources (32%) with patients/caregivers and, if needed, with
coworkers (see Appendix H.7).
The Interpretative Analysis
The aim of this study was to create a SharePoint site to improve access to patient
education and resource information. The project goal was to provide the clinicians with timely
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and easy access to evidenced-based, systemwide-used, and clinician-driven patient education and
resource information.
Table 1 displays the Mann-Whitney test comparisons for times per week that patients and
caregivers needed information on selected topics based on time period. These ratings were based
on a 4-point metric: 1 = Never to 4 = Always. One of the four topics was significantly different
between the pretest and posttest. Specifically, diagnosis/disease/illness was needed less often at
posttest than it was at pretest (p = .02; see Table 1).
Table 2 displays the Mann-Whitney test comparisons for the usage of patient education
and resource information by time period. These ratings were based on a 4-point metric: 1 =
Never to 4 = Always. Three of the nine resources were used significantly less often at the
posttest. Specifically, books (online library) (p = .03), own healthcare providers (p = .006), and
non-VA academic journals (p = .009) were used significantly less often (see Table 2).
Table 3 displays the Mann-Whitney test comparisons for the length of time to find
appropriate patient education and reliable resources based on time period. Inspection of the table
found one of the four comparisons to be significant. Specifically, VA resources were found more
quickly at posttest (p = .04; see Table 3).
Table 4 displays the Mann-Whitney test comparisons for the level of the difficulty to find
appropriate patient education and reliable resource information based on time period. Inspection
of the table found none of the four comparisons to be significantly different at the p <.05 level
(see Table 4).
Table 5 displays the chi-square test for difficulty finding systemwide patient education
based on time period. The level of difficulty was lower at posttest compared to pretest (p = .02).
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Inspection of the table found 27.3% of the posttest nurses to rate the difficulty level as “easy” as
compared to 3.1% of the nurses at pretest (see Table 5).
Table 6 displays the descriptive statistics for the importance of SharePoint topic sorted by
ascending means. This comparison of this analysis was based on post-test data only. These
importance ratings were rated on a 4-point metric: 1 = Most Important to 4 = Least Important.
Most important was the diagnosis, disease, illness (M = 1.73) while the least important was VA
resources (M = 3.36; see Table 6).
Table 7 displays the descriptive statistics for the likelihood of using the SharePoint site
sorted by descending means. This comparison of this analysis was based on post-test data only.
These likelihood ratings were based on a 4-point metric: 1 = Very Unlikely to 4 = Very Likely.
The highest likelihood was a nursing task (M = 2.83) while the least likelihood was medication
(M = 2.71; see Table 7).
Handling Missing Data. A total of 66 sets of ratings were given between pretest and
posttest. Due to anonymity, it is unknown to what extent the posttest ratings were given by
nurses who also gave pretest ratings. A number of missing answers were calculated for each set
of ratings. The number of missing answers ranged from 0 to 22 missing answers. A decision was
made to keep those ratings that had either zero missing (n = 39), one missing answer (n = 14), or
two missing answers (n = 4) leaving the final sample to be N = 57. Missing answers were
estimated/imputed using the median value for the entire sample. The median value was used
instead of the grand mean because the rating scales had only four points, so the median was used
to provide an estimate that was a whole number rather than a decimal.
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Summary
Patient education across the continuum of care is costly because it is labor-intensive and
time-consuming. The creation of a SharePoint site improved access to patient education and
resource information. The project provided the clinicians with timely and easily accessible
evidence-based, system-wide, and clinician-driven patient education and resource information.
With the SharePoint site's existence, the usage of the following resources decreased:
online library, own healthcare provider, and non-VA academic journals. VA resources were
found more quickly at posttest. The level of difficulty in aggregating information was lower at
the posttest. More information on diagnoses, diseases, and illnesses was the participants' top
priority in using the SharePoint site. The clinicians were most likely to share the information on
the nursing task with patients and co-workers.
The level of difficulty in aggregating patient education decreased with the use of the
SharePoint site. Clinicians say it is easier to find information on diagnoses, medication, and
resources on the SharePoint site. Having the SharePoint site accessible through the widely used
CPRS contributed to the clinicians' timely and easy access to information. Clinicians are now
immediately connected to information related to patient education and VA resources without
shifting from one website to another.
Using this SharePoint site, IICU nurses could provide patient education and resource
information that is evidence-based and used across the care continuum. With this in mind,
clinicians may increase patients' understanding of the information provided to them regardless of
the latter group's health literacy level and geographical location. New possibilities emerged from
this project, including a better communication strategy in streamlining patient education and
resource information across the continuum of care. During this COVID-19 pandemic, some
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volunteer programs and all support groups were halted. When these programs and support groups
restarted through Zoom meetings and video visits, the SharePoint site immediately posted whom
the clinicians can contact to rejoin the group or even start going to new ones like the COVID-19
support groups. This project offered an avenue to avoid the pitfall of information silos and reap
the benefits of information sharing between inpatient and outpatient settings. The SharePoint site
decreases the social and professional isolation for clinicians, especially those working in
community-based outpatient clinics.
Interpretation
Compared to another study, this project confirms that even health-literate patients may
struggle with locating the health information they need (Miller, Intrator, Gadbois, Gidmark, &
Rudolph, 2019). The participants always use an online internet search for patient education,
which supports the findings from another study that the hospital clinical staff in a large
healthcare organization prefers Google among electronic resources (Hider, Griffin, Walker, &
Coughlan, 2009).
The DNP student anticipated that there would be fewer staff members who would
continue utilizing Google, but the behavior persisted even with the presence of the SharePoint
site. The possible reason could be that there is a limited number of topics posted on the
SharePoint site, as it was only newly created. The DNP student anticipated that she would hand
over the contents and management to unit-based contributors; however, the VA’s Office of
Public Affairs, as well as the Office Patient Education and Resource Information, decided that
the DNP student should continue to carry out the management of SharePoint contents. In doing
so, patient education and resource materials will be current and standardized across the
continuum of care.
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This project's findings supported the Diffusion of Innovation (DOI) theoretical
framework. The charge and resource nurses were the early adopters. Most of the participants are
the DOI’s early majority and late majority. There should be more involvement of clinical and
organizational facilitators to sustain and spread this new level of performance in patient
education. However, the unit's structure was drastically changed to accommodate the current
pandemic's need.
Several studies have been done on patient portals for patients, but only a few have been
studied on the clinicians' side. Future professional and staff development should focus on
clinicians' behavior in seeking, finding, and sharing health information with patients and coworkers alike. The nursing implication in future research is warranted to determine the tangible
impact of clinicians' roles in providing patient education and resource information—which, as
this project showed, often evolved into the ever-changing healthcare system. Future research
should include homogenous ways of defining the quality of how clinicians provide this
information and how patients benefit from the information. More importantly, the project's
sustainability depends on the healthcare system's business model and the leadership's cooperation
in adopting the project as an avenue for increasing health literacy and patient engagement.
Therefore, the institution's policymakers and healthcare legislators at the national level should
prepare the legislative process to support the implementation and cost consideration of a
comprehensive patient education and resource information program.
Limitations
This project has several limitations and time constraints that greatly impacted each of
them. For instance, the project could not monitor if it affects the facility’s strategic plan in terms
of quality and patient experience for the Fiscal Year 2020. Because the effect in SAIL and
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HCAPS ranking will take months, or probably years of collected data, this project did not
evaluate them. Moreover, the project cannot examine the long-term effect of patients’
satisfaction scores in HCAPS and the facility’s efficiency ratings in SAIL metrics.
Time restriction inhibited the project in acquiring patients’ perspectives on the new
delivery of health education in three main areas: 1) the place where healthcare is provided, 2) the
people who provide health education, and 3) the health information that is consistent across the
continuum of care.
Another limitation is the financial and budgetary implications on staffing and technical
resources. Resource limitations have a significant consequence because there is no dedicated
clinician to consistently oversee and implement the project plan for the entire healthcare system.
Thus, time constraints and lack of available clinicians during the implementation phase hindered
this project’s parallel process in the outpatient department.
Overall, time constraints limited this project from having an in-depth consideration of the
complicated relationship between healthcare barriers, social determinants, and patient/caregiver
belief. The measurement of whether this project improves engagement, shared decision-making,
self-management skills, adherence to treatment plans and quality of life remains to be addressed.
It is beyond the scope of this project, but it could be fruitfully examined in the future.

Conclusions
On a small scale, the creation of a SharePoint site addressed clinicians' need for timely
and easily accessible evidence-based patient education and resource information across the care
continuum. In doing so, clinicians developed the ability to potentially impact patients'
understanding of their care at the hospital and of the information they need to fully recover at
home. On a larger scale, patients could reap the benefits of enhanced self-management of a
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health condition, which may offer improved cost-saving options to the entire healthcare system.
Ultimately, this project could reduce healthcare costs by reducing both avoidable hospitalization
length of stay and preventable hospital readmission.
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